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a  b  s  t  r  a  c  t
With  the introduction  of the  Health  Insurance  Act  in 2006  in  the  Netherlands,  the  basic
package  of  the former  sickness  funds  became  valid  for  all citizens.  The basic  beneﬁt  package
has been  subject  to  change,  responding  to increasing  health  care  expenditures,  medical
innovations  and  the  economic  crisis.  In this  paper  we address  the  decision  criteria  used
to assess  the  package  annually  since  2006  and  describe  some  developments  that  do  not
follow  the  criteria,  leading  to  a yo-yo  effect. We  discuss  the  formation  of  the  decision  for
in- or  exclusion  and  why  some  treatments  seem  to follow  an, at ﬁrst sight,  arbitrary  in-
and  exclusion  pathway.  We  ﬁrst  describe  the  ofﬁcial  way  of  establishing  the  basic  beneﬁt
package  and  than  will  describe  why  some  treatments  follow  a deviated  path.  We  conclude
that  political  pressure  and  pressure  from  interest  groups  may  lead  to  inclusion  or post-
ponement  of exclusion.  Reform  of  the  organization  of certain  forms  of health  care  (in  our
example  mental  care)  may  lead to seemingly  inconsequent  changes.  The  yo-yo  effect  of
some  treatments  or pharmaceuticals  may  have  negative  effects  on  health  care  providers,
insurers  and  patients.  The  seemingly  well  deﬁned  criteria  available  for deﬁning  the  basic
package  appear  to be  broadly  interpretable  and  other  inﬂuences  may  determine  the  ﬁnal
decision  of  inclusion  or exclusion.
©  2015  The  Authors.  Published  by  Elsevier  Ireland  Ltd. This  is  an  open  access  article  under
Y-NC-Nthe  CC  B
. Introduction
Countries with universal health coverage are confronted
ith the question which treatments and pharmaceuticals
re included in the beneﬁts basket. Most countries have
ome kind of rationale that guides the composition of the
eneﬁts basket (see for instance [1–6]). The economic crisis
ay  put pressure upon the generosity of the beneﬁts bas-
et. For instance, new treatments or pharmaceuticals may
e included only if it does not lead to extra expenditure. In
his paper we describe the rationale behind the composi-
ion of the beneﬁts basket in the Netherlands in a period
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of economic depression and the application of the rules for
inclusion or exclusion.
Since 2006 all citizens in the Netherlands have to take
out a mandatory insurance plan that covers for a pre-
deﬁned basket of health care. For medical care that is not
covered by the basic package people can take out vol-
untary health insurance. The basic beneﬁts package was
initially based on the package that was  insured under the
former Sickness fund scheme, a compulsory health insur-
ance scheme for persons under a certain income threshold.
About two  third of the population used to be insured under
this scheme that was abolished in 2006. Demographic
developments, such as the ageing of the population, devel-
opments in medical science and technology, leading to
more and more expensive treatments and the continuous
increase in health care expenditure resulted in a neces-
sity to critically assess the basic beneﬁts package. In this
is is an open access article under the CC BY-NC-ND license
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Box 1: The composition of the basic benefit
package in the Netherlands in 2014:
• Medical care by GPs, medical specialists and mid-
wives
• Hospital stay
• Pharmaceuticals (provided that they are on the list
of accepted pharmaceuticals)
• Specialist mental care, including care by a psychia-
trist
• Medical aids
• Physical therapy (under the age of 18 or from the 21st
session for some chronic conditions)
• Physical therapy for urine incontinence up to 9 ses-
sions
• Speech therapy and occupational therapy
• Dental care for children up to the age of 18
• Transportation of sick persons
• Maternal care
• Dietary advice (max 3 hours)
• Care for dyslectic children (only severe cases)
• Quit smoking program
paper we address the decision criteria used to assess the
package annually and describe some developments that do
not follow the criteria, leading to a yo-yo effect. The Dutch
Healthcare Insurance Board (College voor Zorgverzekerin-
gen,(CVZ), since April 2014 the name changed in Dutch
Healthcare Institute, Zorginstituut Nederland) advices the
Minister of Health on the content of the basic package(see
Box 1 for the content of the basic beneﬁts package in 2014).
The Minister decides upon these changes and the changes
have to pass the House of Parliament [5].
2. Criteria for in- or exclusion in the basic beneﬁt
package: the ofﬁcial way
The Healthcare Insurance Board uses the following
criteria to assess the content of the basic beneﬁt package:
1. Care should be essential: Does the illness, disability or
the care needed justify a claim on solidarity within the
existing cultural context?
2. Effectiveness: Does the intervention do what it is
expected to do? In other words: it is proven to be effec-
tive and evidence based.
3. Cost-effectiveness: Is the ratio between the cost of the
intervention and the outcome acceptable?
4. Feasibility: Is it feasible to include the intervention in
the basic package, now and in the future? [7–9]
These criteria are based upon an algorithm developed
in 1991 by a commission that was chaired by Mr.  Dun-
ning. The algorithm, that became known as the Dunning
Funnel, consisted of four cumulative criteria: (1) services
should be essential, (2) effective, (3) cost effective and
(4) unaffordable for individuals. “Essential” refers to its
capacity to prevent loss of quality of life or to treat life-
threatening conditions. The affordability criteria state that
no services need to be included that are affordable for indi-
vidual citizens and for which they can take responsibilityolicy 119 (2015) 245–251
[5,10]. Cost effectiveness is currently preferably expressed
in QALYs (Quality Adjusted Life Years). The acceptable costs
per QALY may  vary with the burden of disease and some
other arguments, such as rarity of the disease (orphan
medicines), a positive impact on informal care takers and
risk prevention for others (such as lower risk of infection)
[11]. Although the budget impact of a new treatment is
not explicitly mentioned in the four package criteria, the
budget impact is often included in the decision to include
or exclude a treatment. There is still discussion in how
to incorporate future care expenditure into the packet
decision [9,11]. An important question is furthermore the
legitimacy of the decision to include or exclude a treatment
from the package. This requires a permanent interaction
between policy, science and (clinical) practice [12].
Since it is not feasible to evaluate all treatments,
pharmaceuticals and medical aids that are covered under
the basic beneﬁt package, the Healthcare Insurance Board
deﬁnes priorities in a package agenda that is set every
two  years. The Health Insurance Board establishes the
agenda in cooperation with health insurers, healthcare
providers, patient associations and medical scientiﬁc asso-
ciations. Interviews with representatives of each of these
groups provided a large list of subjects. In the ﬁrst package
agenda, the selected subjects were chosen for their inﬂu-
ence on societal developments in healthcare demand, on
their societal impact, and on their effect on developments
in health care expenditure. The subjects were subdivided in
six clusters: lifestyle, essential care, effectiveness and cost-
effectiveness, large societal impact, long-term care, and
practical issues [9]. In the following two  package agendas,
more broad themes were used to set the agenda, such as
innovation of care and demand related care. Diseases with a
large burden of disease will be evaluated for the demand for
care, care provision and suitability of the insured package
[13,14].
In this paper, we  describe the changes in the basic
package since the introduction of the Health Insurance
Act in 2006. What is striking is that (the reimbursement
of) some treatments, pharmaceuticals and medical aids
showed a kind of yo-yo effect: they are introduced into
the package in one year and removed from the package
in another year and sometimes back again in a third year.
This leads to the question how the decision for inclusion
or exclusion is made and why some treatments seem to
follow an, at ﬁrst sight, arbitrary inclusion and exclusion
pathway. In this paper, we will give a short overview of
the changes in the package and the rationale behind these
changes based on the package criteria described above. We
will zoom into a few examples of package changes follow-
ing the criteria and then will describe some treatments that
followed a deviated path.
The question may  rise to what extent the Dutch situ-
ation is internationally relevant. Van der Wees et al. [15]
found in a comparison of eight European countries (includ-
ing Belgium, France, Germany, England, the Netherlands,
Scotland, Sweden and Switzerland) that deﬁning the
package and making it evidence based is increasingly used
as a strategy to keep the package affordable in the long
term. These eight countries have relative similar basic
packages, whether there was  a national health systems or
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 social health insurance systems in place. The main differ-
nce in the basic package is the coverage of dental care,
hich is not covered for adults in the Netherlands and
witzerland, whereas it is part of the basic package in the
ther six countries. Physical therapy is part of the basic
ackage in all countries except the Netherlands, where
t is not covered for non-chronic conditions. The descrip-
ion of the care that is covered under the basic package
s in some countries expressed via positive lists describ-
ng all treatments that are covered (Belgium, France and to
ome extend Germany). In England, the Netherlands, Scot-
and, Sweden and Switzerland an open system is used, with
estrictions expressed in negative lists [15]. Thus, the ques-
ions concerning the basic package in these countries seem
o be fairly similar.
. Methodology
We  assessed the changes in the basic beneﬁts package
s follows:
Changes in the basic beneﬁts packages are published at
the website of the Ministry of Health and most health
insurers have a web page addressing these changes. We
selected these changes for our study. There are other,
mostly smaller, changes to the package, such as accepting
a new pharmaceutical product or including a treatment
because it is proven to be in line with the current medical
knowledge. We  do not address these changes.
Information on the pros and cons of the changes was
collected from the publications of the Health Insur-
ance Board addressing the basic beneﬁts package, from
communications of the Minister of Health (letters to
the parliament, publications on the website), from
publications from organisations of stakeholders (e.g.
organisations of providers of care and patient organisa-
tions) and publications in Dutch scientiﬁc journals.
. Results
Table 1 provides an overview of the changes in the Dutch
asic beneﬁts package since the introduction of the 2006
eform.
.1. Examples following the criteria, the ofﬁcial way
.1.1. Benzodiazepines removed from the package
Benzodiazepines appeared to be prescribed frequently
or chronic use, contrary to the ofﬁcial indication, which
tates that these pharmaceuticals should be used for
hort term use. In the Netherlands, the group of patients
sing this product on a long-term basis counted more
han half a million persons [7]. However, it appeared
o be difﬁcult to formulate clear criteria for short
erm use. Therefore, the reimbursement was excluded
rom the basic beneﬁts package, except for a few
learly deﬁned indications: epilepsy, the treatment of
nxiety disorders in the case where treatment with
nti-depressives failed and the treatment of multiple
sychiatric disorders, where treatment with (high doses
f) benzodiazepines is essential. Since short-term useolicy 119 (2015) 245–251 247
is not very expensive, 12–16 euro per episode, the
ﬁnancial burden for individual patients using benzodi-
azepines is considered acceptable. The total savings of the
measure were estimated on 102–104 million euro [7].
4.2. Simple walking aids
In 2007 the Health Insurance Board concluded that sim-
ple walking aids, such as crutches and walkers, are easily
available at the consumer market and affordable [7]. For
around 100 euro, a walker could be purchased and the life-
time of this item was  estimated on 7 years. Also, the need of
a walker was considered not an acute issue, but something
that can be foreseen. The estimated saving was  21 million
euro per year. The measure was  proposed in parliament for
the ﬁrst time in 2007, however, the political will to accept
this measure was absent until 2013, when the walking aids
were removed from the basic package.
4.3. Examples not following the ofﬁcial way
4.3.1. Contraceptives
Contraceptives were excluded from the (former
sickness fund) package in 2004 [25]. In the negotiations for
the coalition after the elections for parliament in 2007, the
Christen Union (ChristenUnie) succeeded in negotiating
the re-introduction of contraceptives in the basic package
into the coalition agreement. The Health Insurance Board
did not agree on the basis of the criterion for solidarity
and because contraceptives were considered not to be
essential. The costs were not high for individuals and
during the period that contraceptives were not included in
the package, the number of abortions did not increase [7].
In 2010, in the meantime the government had changed,
the Health Insurance Board again formulated an advice
for exclusion of contraceptives from the basic package
[25]. According to the Board, preventing pregnancies was
not a medical intervention and thus advised to exclude
these pharmaceuticals for both pregnancy prevention and
medical indications. The Minister of Health did not agree
completely to this advice, and decided that contraceptives
should be reimbursed for women aged 21 and younger and
that some medical indications would still lead to eligibility
for reimbursement. In this case, beside the formal criteria,
ideological or confessional considerations of a political
party have played a role in the decision making process.
4.4. Quit smoking therapy
Quit smoking therapy was  in 2008 considered part of
the basic package although it was  not explicitly mentioned.
People who would go to their GP expressing the wish to
receive help with quitting smoking would have had this
care reimbursed. Considered to be included in the basic
package were the following treatments: short treatments:
e.g. one consultation in which advice was  given; intensive
treatment targeted at changing behaviour; and pharmaco-
therapeutic treatment with nortriptyline. Excluded from
reimbursement were nicotine replacement agents (such a
adhesive plasters and chewing gum) and bupropion and
varenicline, because these pharmaceuticals were not on the
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Table 1
Main changes in the beneﬁts package, 2007–2014a.
Area Year Affected beneﬁts Change Rationaleb
Treatments 2007 • Abdominoplasty (only severe cases) Included Essential care
•  Psychotherapy (only severe cases) Included Essential care
•  First IVF treatment (of max  3) Included Essential care
2008 •  Limited dental care for 18–21 year
olds
Included High risk group for bad oral
hygiene [16]
• 5 h extra maternity care Included Political decision [7]
• Psychological counselling, ﬁrst 8
sessions
Included, with a co-payment of
D  10 per session
Essential care
2009 • Severe dyslexia diagnostics and
treatment for 6-7 year olds
Included Essential and cost effective
care [8]
2011 • Dental care for 18-21 year olds Removed Not essential care [16]
• Physical therapy, ﬁrst 12 sessions
(previously the ﬁrst 8 sessions were
excluded)
Removed Affordability: Budget
considerations
•  Physical therapy for urine
incontinence (all sessions)
Included Essential care (according to
guidelines) [17]
• Uncomplicated dental extraction by
dental surgeon
Removed Not essential care
• Quit smoking treatments Included Effective care [18]
2012 • Physical therapy, ﬁrst 20 sessions Removed Affordability: Budget
considerations [19]
• Quit smoking treatments Removed Affordability: Budget
considerations [19,20]
• Dietary advice Removed, except under certain
conditions
Affordability: Budget
considerations [19]
• Treatment of adjustment disorders Removed Not essential care [20]
• Primary psychological care,
5 sessions
Reduced (number of sessions
reduced from 8 to 5)
Affordability: Budget
considerations [19]
2013 • IVF for women  aged 43 years an over Removed Not essential care [21]
• Geriatric rehabilitation care Moved from AWBZ to health
insurance act
In preparation of the reform of
long-term care in 2015
• Specialist curative mental care Co-payment removed Affordability: Prevent care
avoiding behaviour [22]
• Quit smoking Included Cost effective [23]
2014 • Basic mental care Co-payments removed Affordability: Prevent care
avoiding behaviour [22]
• Dietary advice, max  3 h Included Effective care: Prevention of
future expenditure [24]
Pharmaceuticals 2008 • Contraceptives for all ages Included Political decision [7]
2009 • Sleeping pills and tranquilizers
(benzodiazepines)
Removed, except for severe
cases or for long term use
Inadequate use, budget
implications [7]
• Statins (lipid lowering medication) Reimbursement limited to
prescriptions in line with
professional guidelines
Effectivity, cost effectiveness:
Unnecessary use of expensive
medicines, budget implications
[8]
2010 • Acetylcysteïne (reducing the
viscosity of mucous secretions)
Removed Not effective [17]
2011 • Contraceptives for 21+ Removed Not essential care [7,25]
• Anti-depressants Stricter indication Effectivity: Only when in line
with professional guidelines
[26]
2012 • Gastric acid blockers Removed Affordability: Budget
considerations [19]
2013 • Paracetamol-codein combinations Removed Not effective [27]
2014 • Diane-35 contraceptive/anti-acne Removed Effectivity: Inappropriate use
[28]
Medical
aids
2009 • Stand-up chairs (sta-op-stoelen),
walkers and anti-allergen matrass
covers
Removed Affordable for individuals
(chairs and walkers) and not
effective (matrasses) [8]
2013 • Simple walking aids Removed Affordable for individuals [17]
• Hearing aids: co-payment 25%
instead of pre-deﬁned maximum
To promote market
mechanism [29]
• Repositioning helmet for babies Removed, except for severe
cases
Not essential care [30]
a The beneﬁts in bold are beneﬁts that changed in consecutive years in different directions Sources:[7,8,17,31–35].
b The rationale is based on the evaluation of the authors.
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fﬁcial list of reimbursable pharmaceuticals [23]. In 2009
he Health Insurance Board studied whether the integrated
pproach of quit smoking therapies could be included in
he basic package [18]. They argued that smoking is an
ddiction disease that brings health risks for both smokers
nd non-smokers in their environment. Quitting smoking
t any age would lead to health gains. Integrated quit smok-
ng therapies (including both behavioural treatment and
harmaceutical support) were evaluated as being effec-
ive. Since including the pharmaceutical component in the
fﬁcial list of reimbursable pharmaceuticals was  consid-
red problematic, integrated quit smoking therapy should
e included in the basic package as an independent reim-
ursable treatment. The costs of inclusion in the basic
ackage were estimated between 22 and 33 million at a
early basis [31].
In 2011 quit smoking therapy was ﬁnally introduced
s independent treatment in the basic package. The num-
er of people using this therapy increased largely. In 2012
he treatments were excluded again, since the Minister of
ealth was of the opinion that the cost of the pharmaceu-
ical component of the treatment was affordable for the
ndividual smoker. It could easily be paid from the sav-
ngs that quitting smoking produced for individuals [20].
n 2013 quit smoking therapy was introduced again fol-
owing strong lobbying by anti-smoking organizations [23]
nd the Spring Financial Agreement in 2012 signed by the
ain government parties [36]. Here strong lobbying was
uccessful in getting the treatment back into the package
23].
.5. Dietary advice
Coverage of dietary advice was severely limited in 2012,
eimbursement only occurred as part of an integrated care
ackage for a limited number of chronic diseases: only
ietary advice that is part of coordinated multidisciplinary
are for clients with diabetes, COPD/Asthma, or increased
isk for cardiovascular diseases remained compensated.
reviously, four hours of dietary care were compensated
fter referral by a GP. In the ﬁrst quarter of 2012, 28% fewer
atients went to the independent dietician. The hours of
ietary care provided decreased with 39% and the hours of
are for patients who did visit the dietician decreased with
7% [37]. The coverage for dietary advice was extended
gain in 2013 (although with a limitation of the number of
eimbursed hours) as research commissioned by the Dutch
ssociation of Dieticians into the positive monetary effects
f dietary advice revealed that the abolishment of dietary
dvice would lead to higher secondary care consumption
nd thus higher health care expenditure [24]. Here the
obby for reintroducing dietary advice proved with own
esearch that the treatment should be reintroduced into
he basic package again.
.6. Mental careCurative mental care was introduced in the Health
nsurance Act in 2008. Before it was ﬁnanced via the Excep-
ional Medical Expenditure Act (AWBZ). For psychological
ounselling a co-payment of 10 euro per session and aolicy 119 (2015) 245–251 249
maximum of eight sessions per treatment was introduced
to prevent an increase in utilization due to demand and
supplier induced care [38] The new government, in place
since October 2010, decided that an extra saving could be
reached by reducing the number of reimbursed sessions
to a maximum of ﬁve. However, increasing utilization of
mental health care and increasing expenditure led to the
introduction of a major reform in 2014. Provision of men-
tal care should be shifted from specialized care to basic care
to GP care. A strong gatekeeping role of GPs was introduced,
making basic mental care only accessible upon referral.
Mental care problems should be treated in GP practice pos-
sibly with the assistance of a mental care practice nurse. If
the care is too complex for the GP, patients can be referred
to basic mental care for short, intensive psychological coun-
selling. For severe problems that deregulate the daily life of
an individual, specialist mental care can be consulted. The
limitation of the number of treatments and the co-payment
for basic mental care were abolished, but health insur-
ers are allowed to limit the reimbursement. The reform
intended to end the perverse incentive that specialized care
was cheaper for patients and more proﬁtable for providers
than primary mental care (by GPs and psychologists). In
this case, ideas about a more effective organization of care
played an important role in addition to the criteria for inclu-
sion in the basic package.
5. Discussion
Most changes in the basic package follow the criteria
set by the Healthcare Insurance Board and are introduced
following the priorities set in the bi-annual agenda of
the Healthcare Insurance Board. However, we found two
main reasons for deviation of the ofﬁcial decision criteria:
(1) budget considerations and the desire to control costs
and (2) political considerations and pressure from interest
groups.
Some changes are induced by budget considerations:
cost saving arguments or cost shifting (from insured
treatment/pharmaceutical to out-of-pocket and thus from
solidarity to the individual) play an important role here.
Although cost considerations are an element of the criteria
for deﬁning the package, some decisions to decrease cov-
erage were not based on a thorough evaluation of the cost
effectiveness by the Health Insurance Board. An example
of this is found in physical therapy. In several advices of
the Health Insurance board physiotherapy is discussed in
relation to a package of treatments for certain conditions
[7,34,39], but a rationale to increase the number of ses-
sions that should be paid out of pocket for physiotherapy
for chronic conditions is not mentioned.
Political considerations and pressure from interest
groups may  lead to inclusion or postponement of exclu-
sion. For example, the inclusion of contraceptives in 2007,
was initiated by a political party (ChristenUnie), against the
advice of the Health Insurance Board. On the contrary, the
exclusion of walking aids, that was  advised by the Health
Insurance Board in 2007, was  not accepted by the parlia-
ment until 2013, because of political considerations.
Reform of the organization of certain forms of health
care may  lead to seemingly inconsequent changes. In our
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example of mental care, ﬁrstly the number of sessions was
limited and a co-payment was required. After the reform
in 2014 the limitation of sessions and the co-payments
were abolished, because the access to mental care became
strictly regulated by referral of a GP, which would limit the
growth in mental care, and limitations in the reimburse-
ment of mental care treatments became the responsibility
of health insurers instead of a national regulation. This
yo-yo effect of exclusion and subsequent inclusion of treat-
ments may  have negative effects on health care providers,
insurers and patients. In the case of the exclusion of
dietary advice, the reduction of consultations lead to the
bankruptcy of several dieticians [40]. Health insurers for
instance have to adjust and re-adjust their ﬁnancial sys-
tem, their negotiations with health care providers and their
information materials. For citizens it becomes unclear what
is actually in the basic package and the yo-yo effect may
lead to distrust of citizens in the Dutch health care pol-
icy. On the other hand, the yo-yo effect can be considered
a positive development: policy measures that appear to
have a negative consequence can be reversed again. Exten-
sive consultation of all stakeholders before changing the
beneﬁt package for a certain treatment or medicine may
prevent the yo-yo effect: For benzodiazepines no yo-yo
effect emerged, which may  be attributed to the extensive
consultation of all stakeholders in the ﬁeld, leading to a
measure that was acceptable for all stakeholders.
In the history of the basic package composition, these
ﬁndings are not new, similar conclusions were drawn
by Hoedemaekers et al. in 2003 [10]. Internationally, the
Netherlands is not unique: similar developments evolve in
other countries. For instance, budget considerations may
have played a role in limiting the reimbursement as in
France, where in 2010 the compensation for pharmaceut-
icals with low health gains were lowered from 35% to 15%
[15]. A yoyo-effect was found in Switzerland, where glasses
for children were excluded in 2011 and included again in
2012 [15].
Although we tried to make a concise overview of the
changes in het Dutch basic beneﬁts package and the rea-
sons to initiate these changes, there are some important
limitations to our course of action. We  made a qualitative
assessment of the changes and our assessment of the rea-
sons for change was based on our personal evaluation of the
cases in our study. We  tried to collect as many views as pos-
sible on each case, but since the information mainly comes
from grey literature, we may  have missed some relevant
information.
6. Conclusion
Finally we can conclude that although there are well
deﬁned criteria available for deﬁning the basic package,
and the criteria are continuously subject to reﬁnement and
improvements, there are other inﬂuences that may  deter-
mine the ﬁnal decision of inclusion or exclusion such as
the desire to control costs (beyond the advice of the Health
Insurance Board) or political opinions.
This suggests that the process of deciding over the
composition of the basic package can be improved. Recom-
mendations that are in line with our study results have been
[olicy 119 (2015) 245–251
made by Professor Boer from Erasmus University [41]. For
instance, for policy makers: especially the government and
the parliament should formulate a framework for decision
making, in particular concerning cost-effectiveness. He also
recommends continuous evaluation of the basic beneﬁts
package: the decisions concerning the package should be
seen as an iterative and interactive process. Decisions to
exclude treatments based on cost-effectiveness are rather
new and a political discussion concerning for instance the
cost of a QUALY is necessary in order to set boundaries for
the package discussion that are acceptable to the general
public [41].
To come back to our yo-yo effect: in the light of itera-
tive process, it can be seen as positive that decisions that
are taken and that in practice seem to result in unwanted
effects can be reversed or altered, but on the other hand has
negative features in the sense that it may  cause confusion
for insured persons and extra costs for insurers, stressing
the need for careful decision making concerning the con-
tent of the basic beneﬁts package.
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